As the landscape of humanitarian response shifts from camp-based to urban-and informal-tented settlement-based responses, service providers and policymakers must consider creative modes for delivering health services. Psychosocial support and case management can be life-saving services for refugee women and girls who are at increased risk for physical, sexual and psychological gender-based violence (GBV). However, these services are often unavailable in non-camp refugee settings. We evaluated an innovative mobile service delivery model for GBV response and mitigation implemented by the International Rescue Committee (IRC) in Lebanon. In October 2015, we conducted in-depth interviews with IRC staff (n ¼ 11), Syrian refugee women (n ¼ 40) and adolescent girls (n ¼ 26) to explore whether the mobile services meet the support needs of refugees and uphold international standards for GBV service delivery. Recruitment was conducted via purposive sampling. Data were analysed using deductive and inductive approaches in NVivo. Findings suggest that by providing free, flexible service delivery in women's own communities, the mobile model overcame barriers that limited women's and girls' access to essential services, including transportation, checkpoints, cost and gendered expectations around mobility and domestic responsibilities. Participants described the services as strengthening social networks, reducing feelings of idleness and isolation, and increasing knowledge and self-confidence. Results indicate that the model requires skilled, creative staff who can assess community readiness for activities, quickly build trust and ensure confidentiality in contexts of displacement and disruption. Referring survivors to legal and medical services was challenging in a context with limited access to quality services. The IRC's mobile service delivery model is a promising approach for accessing hard-toreach refugee populations with critical GBV services.
Introduction
Globally, numbers of refugees, internally displaced people and asylum seekers are at an all-time high (UNHCR, 2017a) . Driven largely by the war in Syria, as of 2016, 65.6 million people, over half of whom were female, had been forcibly displaced by violence and human rights violations (UNHCR, 2017a,b) . International standards and conventions, such as the 1951 Refugee Convention, protect refugees' right to health. However, health systems in humanitarian contexts often struggle to provide critical health services in these volatile and resource-limited settings (Hunter, 2016) .
Among these critical health services for refugees are those aimed at responding to experiences of gender-based violence (GBV), such as intimate partner violence, street harassment and conflict-related sexual assault. The risk of experiencing GBV is exceptionally high among refugee women and girls (Stark and Ager, 2011) . Thirty-one percent of displaced Syrian women in Lebanon report experiencing physical, sexual, and/or psychological violence (Usta and Masterson, 2015) . Through the displacement process, refugees often lose traditional safety nets provided by friends, family and neighbours. For women and girls, isolation within the home can further limit access to social networks and services. These circumstances create stress and vulnerability that can lead to abuse including verbal threats and intimidation, physical and sexual assault, and early and forced marriage (Charles and Denman, 2013; Stark and Ager, 2011) . The effects are severe and may include physical injury, reduced self-efficacy, mental health issues, suicidal ideation and unwanted pregnancy (Hobfoll, 2001; Miller et al., 2010; Pico-Alfonso et al., 2006; Tabb et al., 2017; Zlotnick et al., 2006) .
Lack of access to quality health services may compound the negative effects of GBV. Although psychosocial support (PSS) and case management can protect women and girls from future violence and increase their social and emotional wellbeing, survivors often struggle to access these services due to stigma and gender inequalities that might lead to discrimination, social exclusion and potentially further violence as a consequence of attending services (Sullivan, 2012) . The dispersion of refugees related to the current crisis in Syria creates additional barriers to access. Only 9% of registered Syrian refugees in the Middle East and North Africa live in camps; the rest are embedded in host communities in urban, periurban and rural settings (UNHCR, 2017b) . Refugee women and girls, in particular, may not be able to travel long distances to services due to restricted mobility and insecure environments. In addition to availability of services, quality of care is particularly important in GBV response where low quality can, at best, result in survivors underutilizing needed services and, at worst, put survivors in additional danger.
Mobile models for health service delivery, in which service providers travel to patients' own communities, have been used in a variety of settings to provide primary care (including maternal health services, preventive health care, immunizations and disease control) and emergency care to remote, underserved and vulnerable populations including immigrants (Aljasir and Alghamdi, 2010; Edgerley et al., 2007; Guruge et al., 2010; Liang et al, 2005; Lindgren et al., 2011; Luque and Castaneda, 2013; Morano et al., 2014; Peters et al., 2014; Stillman and Strong, 2008) . As a supplement to static centres, these modalities of service delivery can effectively meet patients' needs by increasing their access to and utilization of essential health services while maintaining high quality of care (Hill et al., 2014) .
Mobile approaches have rarely been used to implement GBV response services (Kohli et al., 2012 ) -due to high levels of risk if strict confidentiality and security standards are not adhered to -but may provide a creative GBV service delivery solution in non-camp humanitarian contexts. In 2014, the International Rescue Committee (IRC) tested a mobile approach for GBV response and risk mitigation service delivery among Syrian refugees in Wadi Khaled, Akkar District, Lebanon. Syrian refugees living in Wadi Khaled are particularly vulnerable. They face increased rates of child marriage, child labour, illiteracy and unemployment compared with refugees in other districts in Lebanon (UNHCR, WFP, and UNICEF, 2015). Fears of being stopped at Lebanese army checkpoints limits their access to the rest of Lebanon. The border areas in Wadi Khaled are susceptible to intermittent gunfire and shelling. Even refugees who are registered with UNHCR have limited access to basic services. In addition, women and girls' lives are structured by social norms that restrict their mobility and power within the home and community, and limit their ability to protect themselves against GBV and to seek GBV services (Harvey et al., 2013; Yasmine & Moughalian, 2016) .
While there is no one standard set of GBV service delivery guidelines, there is general consensus among international GBV service providers and advocates around core program design and service delivery principles that should guide GBV response and mitigation programming. These include creating safe spaces for women and girls, engaging the community in program design and implementation, conducting safe referrals, utilizing a survivor-centred approach, maintaining clients' confidentiality, and ensuring accessibility of services (IASC, 2005 (IASC, , 2015  The GBV Area of Responsibility Working Group, 2010; The Sphere Project, 2011; UNHCR, 2003; WHO, 2012) . (Table 2 describes these principles in more detail.)
This study assessed the extent to which the IRC's GBV mobile service delivery approach was able to meet (1) international standards to guarantee the safety of GBV survivors and quality of services and (2) the support needs of refugee women and girls.
Materials and methods

Study site
This study took place in Wadi Khaled, Lebanon, an enclave located on the border of Syria in Lebanon's northern Akkar district. In 2015, there were over 1.2 million Syrian refugees in Lebanon-a quarter of the country's total population-and, in January 2015, over 100 000 Syrian refugees were registered with the UN Refugee Agency, UNHCR, in Akkar district (Gallart, 2015; UNHCR, 2016) . Among the displaced Syrian population in Lebanon, 18% live in
Key Messages
• The Lebanon IRC's mobile approach for delivery of gender-based violence (GBV) response and mitigation services overcame many of the barriers that limit Syrian refugee women's and girls' access to essential services and improved their social and individual wellbeing.
• Maintaining GBV service delivery quality standards within this challenging humanitarian context was feasible, particularly when a flexible approach to service delivery was adopted and highly skilled, sensitive staff were employed to implement the services.
• Evaluation findings indicate that mobile approaches are a potentially important and impactful model for delivery of GBV services to hard-to-reach populations when static approaches are not appropriate or feasible.
informal tented settlements (ITS), while the majority reside in houses and shelters in host communities (UNHCR, 2015) . In May 2015, the government of Lebanon directed UNHCR to stop registering new refugees, thereby preventing some Syrians from accessing health, legal and other services to which registered refugees have access (Gallart, 2015) .
Intervention
The IRC's GBV mobile service delivery approach was designed to complement the GBV services offered in static centres for women and girls who are able to travel to them. The approach consisted of three 'mobile teams' of staff who rotated between sites in Wadi Khaled (e.g. ITS, villages, shelters) with large refugee populations. Each team was made up of three women: a community mobilizer, a caseworker and an adolescent girls' assistant and one male community mobilizer who rotated between the three teams. Together, these staff provided services to Syrian and Lebanese community members, including PSS activities (e.g. crafts, emotional support groups), risk mitigation activities (e.g. safety planning, service mapping) and individual case management (in-person and by phone). Specific activities were selected by participants based on their needs and interests, and activities were timed around participants' domestic, school and work obligations. The community mobilizers engaged the community in the program through a cadre of outreach activities including meetings with community leaders, 'tea and coffee' information sessions with community members and door-to-door visits. The mobile teams additionally identified female 'focal points' among the Syrian refugee population in each community whose role was to engage community members, share information about the mobile services and provide referrals for GBV survivors. Services took place in central locations that community members identified as being familiar, safe and comfortable for women and girls (e.g. clinics, tents, mosques, community halls). Depending on the needs of the community, implementation of the model could take place over approximately 6 months and include a more comprehensive set of services provided on a weekly basis or, in acute emergency situations (e.g. IRC received a referral to an area with a heightened risk of GBV), provide tailored services more intensively over a shorter timeframe (e.g. 5 days per week over 6 weeks).
The program served 25 different communities from March 2015 to April 2016, conducting 283 site visits in which over 1000 PSS activities and 100 community mobilization activities were implemented. During this time period, caseworkers saw 50 unique clients regarding 56 different GBV incidents.
Study design and sample
In October 2015, in-depth interviews were conducted with Syrian refugee women (n ¼ 38), Syrian refugee adolescent girls (n ¼ 26) and IRC staff (n ¼ 11) (Authors, 2016) . We purposively sampled six diverse sites from the communities served by the GBV mobile services based on geography (e.g. proximity to the Syrian border) and living situation of refugees (i.e. embedded within Lebanese communities in urban areas, ITS, shelters). IRC staff then recruited adult and adolescent participants to attain variation in the frequency with which they attended IRC's activities. Characteristics of the Syrian refugee study participants are described in Table 1 .
Two Lebanese women interviewed the Syrian refugee women and girls face-to-face in Arabic assisted by a female Syrian refugee notetaker. Interviews took place in a safe, private location (e.g. GBV mobile service 'safe spaces', participants' homes) and were facilitated by the use of a semi-structured interview guide. Topics included availability of services in participants' communities, social connections and supports, and experiences with the GBV mobile services. Interviews lasted 30-60 min. They were audio-recorded with participant consent. A brief, quantitative survey was administered after interview completion to collect basic demographic data.
All current IRC staff members implementing the mobile service delivery approach (management staff, community mobilizers, caseworkers, adolescent girls' assistants) were interviewed by the Principal Investigator in the IRC office. Interviews focused on key activities of the mobile service delivery approach (e.g. identifying and securing 'safe spaces', conducting community engagement activities, conducting referrals); staff job duties; communities' safety concerns; challenges and successes implementing the GBV mobile service delivery approach, particularly as they applied to international standards to guarantee safety of survivors and quality of services; and perceived impacts of the program. Staff interviews were audio-recorded and lasted 60-90 min.
Adult participants provided oral informed consent. For minors, oral parental consent was obtained along with minor's oral informed assent. Participants received no compensation for participating in the study. The study was approved by the [International Center for Research on Women] Institutional Review Board.
Data analysis
During the data collection period, the interviewers met daily to discuss insights, new and recurring themes, and additional areas of inquiry for subsequent interviews. The interviewers simultaneously transcribed and translated the Syrian refugee women's and girls' interviews into English.
Sullivan's "Social and Emotional Well-being Promotion" Conceptual Framework for domestic violence programs was used as a framework to conceptualize the effects of women's and girls' participation in the mobile services (Sullivan, 2012) . His framework posits that domestic violence programs should create individual changes (increased knowledge and skills, cognitive and behavioural changes, critical consciousness, increased sense of self and reduced distress) as well as social changes (increased access to resources, effective coping strategies, strong family bonds, enhanced justice, and increased support and community connections). These changes lead to enhanced self-efficacy, hopefulness, social connectedness, positive relationships with others, social and economic opportunities, economic stability and safety which predict individual and social wellbeing. Data from the interviews with refugee women and girls were analysed using a deductive approach (i.e. a priori themes were derived from theory and the interview guides) and an inductive approach (i.e. themes arose from the data). An initial coding scheme was developed based on Sullivan's theory, the key international standards of GBV service delivery (e.g. confidentiality, survivor-centred approach) and the interview guide. Three researchers used the draft scheme and an open-coding process to code the same three interviews individually. The researchers then met to finalize the coding scheme through comparison of codes, emergent themes and resolution of any discrepancies in coding. Using the final coding scheme, the researchers coded all women's and girls' interviews using Nvivo qualitative data analysis software. As new themes emerged, additional codes were added to the scheme. Data were compared within and across interviews. IRC staff's interview data were transcribed into detailed notes, summarized in an Excel matrix and analysed for recurring themes. Data were analysed and compared against international principles related to GBV service delivery to understand how and the extent to which the mobile services met these standards.
Results
Adherence to international standards around GBV service delivery Table 2 provides a summary of each international standard assessed along with the approach's programmatic facilitators, barriers and limitations to attaining that standard.
Safe spaces
Implementation of the GBV mobile services approach required a physical space where women and girls felt safe, comfortable and knew they could receive compassionate, confidential assistance. Across sites, IRC staff described variation in the appropriateness of types of safe spaces. However, ideal safe spaces were often characterized as easily accessible public buildings (e.g. municipal halls) which were centrally located in the community, easily closed-off to non-participants, and had separate rooms for PSS vs case management activities. Staff discussed challenges posed by tents, primarily used in ITS, whose thin walls and flap entrances could allow onlookers to see and hear program activities from outside or easily enter the structure while sessions were in progress. Occasionally, private homes were utilized while staff sought to secure a more appropriate public location as a safe space. In some contexts, staff and participants described these spaces as working well. In others, women and girls discussed feeling uncomfortable in the space. One participant contrasted meeting in a private home to a public space:
It's not that I didn't like the house itself, but the housewife there was always checking that nothing was getting ruined in the house . . . Here you don't worry about the housewife, whatever happens inside is not a problem. (33 years)
Staff described how the process of identifying safe spaces in the community required considerable time and effort including surveying available spaces with minimum criteria in mind, generating buy-in amongst 'gatekeepers' and negotiating conditions of use for the space that would ensure safe access for women and girls. Staff noted that obtaining a rent-free space was critical to ensuring women and girls had continuous access. However, in the low-resource contexts where participants lived, they often struggled to secure a no-cost space for activities. As one staff member described, 'Every time you think you have a safe space, you go the next time and they've changed their minds. Then you have to start the search again' (IRC staff member). Staff further noted that community leaders exercised considerable power over the safe spaces, despite the fact that most of them were considered 'public', in some cases blocking access to the structure temporarily or completely disallowing use part-way through program implementation.
Community engagement
Staff described how the approach's community outreach and mobilization activities were critical to building community trust and creating buy-in for the services. In particular, door-to-door outreach, focus groups, and tea and coffee sessions where male community members were introduced to the services assuaged the concerns of men in the community who, at first, sometimes met the program with fear, scepticism and resistance: 'The men in the community will, kind of joking, say "now you're coming to make the women more powerful over us"' (IRC staff member).
Additionally, staff noted that having community members choose the content and timing of program activities was critical to ensuring services met the diverse needs of each community served and did not compete with participants' home, school and work responsibilities.
Although, overall, staff described the GBV mobile services' approach to community engagement as effective, in a few communities, they were unable to initiate or continue the program due to opposition from fathers and husbands, community leaders or Syrian refugee women themselves.
Safe referrals
While referrals were consistently provided by IRC staff, access to these services could be challenged by checkpoints, distance, gendered limitations around mobility and transportation costs. After receiving a referral through the GBV mobile services, one participant noted, 'Should I go to register with [the NGO]? I will have to pay for transport costs. I eat with this cost.' (35 years) Additionally, IRC staff explained that not all service providers were responsive to refugees' requests for assistance. Even when they were, support could be delayed by challenges in coordination between service providers.
Staff described incorporating creative adaptations into the approach to overcome these barriers. For example, a special budget to cover the costs associated with emergency referrals helped to facilitate life-saving care for several women. One participant described her experience: '[IRC] brought me money. I went that night to the hospital in an ambulance . . . The second day, they visited me to give me the money so I could pay for the hospital.' (23 years)
Survivor-centred approach According to IRC staff, survivors' agency was a critical feature of the mobile service delivery approach. Survivors' needs and desires were elevated by staff as the most important component of case management and informed consent was described as critical to this process. This approach was reflected in interviews with participants who generally characterized the GBV mobile services staff as compassionate, considerate and respectful: '[The caseworker] never forced me to do anything that I did not want to do. She respected me very much in the way she dealt with me.' (Age unknown)
Staff explained that strained relationships between Syrian refugees and Lebanese host communities could make identification of individuals with the needed values and skills to implement the model a challenge. IRC managers described consciously hiring staff who they perceived as open-minded and non-judgmental. These efforts were validated by Syrian refugee participants who largely described feeling respected and valued by Lebanese staff members despite their refugee status: '[The IRC caseworker] respected us. You don't feel like she's an employee here but that she's one of us.' (33 years) Confidentiality Maintaining clients' confidentiality was a challenge of the GBV mobile service delivery approach. Unlike structures developed specifically for GBV services, the safe spaces utilized by the mobile approach were not designed with GBV services in mind. According to IRC staff, the structures of some safe spaces (e.g. tents) made them vulnerable to eavesdropping and interruptions. Additionally, women and girls sometimes witnessed who met with the caseworker or left for a referral due to a lack of adjacent rooms for case management or back doors for discreet entry and exit. The centrality of safe spaces also made them easily observable to community onlookers.
Despite these challenges, participants trusted that their confidentiality would be protected: 'Girls who attend here encourage other girls, "Instead of telling me your problem you can tell [the IRC staff] anything. They will help you . . . They will not tell anything. Don't worry. Nobody from your parents or family will know."' (25 years) Staff also took this responsibility seriously. As one staff member described, 'Confidentiality is a red line. No one can break it unless the survivor is dying.' (IRC staff member) However, in the context of implementing the GBV mobile services, IRC staff had to employ creative strategies to maintain client confidentiality. To avoid raising suspicions, staff described limiting the time spent in case management to 30 minutes and being vague in their descriptions of what case management entailed. Women and girls were randomly interviewed by the caseworker about program activities to mask the content of case management sessions. Caseworkers sometimes met women and girls outside of the safe space (e.g. at a school or roadside) to discreetly accompany them to referrals. Last, the availability of phone-based case management allowed for sessions to be conducted remotely when a caseworker or participant was concerned an in-person meeting could compromise confidentiality.
Accessibility of services Both staff and participants described components of the GBV mobile service approach that contributed to its accessibility for refugee women and girls. Potential work and school conflicts were addressed through the flexible scheduling of activities. Free childcare meant that caretaking did not conflict with program participation. The close proximity of safe spaces to women's and girl's homes helped to ensure that checkpoints, costs of transportation and limitations on mobility did not prevent attendance. According to staff, the staggered introduction of services by level of sensitivity (i.e. from recreational activities to case management) also helped to address initial fears or scepticism that could pose barriers to women's and girls' attendance.
IRC staff described how the approach's staffing structure played a key role in increasing service accessibility. The male community mobilizer detailed how his work engaging male community members-sometimes even one-on-one-helped to create buy-in among fathers and husbands who had the power to restrict women's and girls' participation. Similarly, a Syrian refugee focal point discussed her role identifying Syrian refugees in the community, encouraging them to participate in IRC services and serving as a liaison between staff and the community.
The availability of case management services, in particular, varied by site. Mobile services staff described taking a cautious approach to introducing case management services. Based on staff's assessment of local culture, potential pushback and participant characteristics, case management could be formally introduced to women and girls after a few visits or, in more conservative sites, much later if at all. For survivors who were unable to attend the mobile services in-person or had other concerns about engaging in face-to-face case management, the availability of phone-based case management increased the service's accessibility.
Nonetheless, in some cases, caretaking responsibilities, poor health and work obligations were persistent challenges to accessing services. In more conservative communities, limitations on women's and girls' freedom to move in public spaces and the perception that the mobile services might 'empower women' posed insurmountable barriers: 'There are many men who don't accept the idea; they don't accept the idea saying "you want to teach the women to face the men", from that perspective, you're making them stronger facing their men, and this is an inconvenience for these men." (32 years)
Meeting the support needs of refugee women and girls
Informed by Sullivan's framework (Sullivan, 2012) , interviews revealed predictors of individual and social wellbeing that were positively influenced by women's and girls' participation in the GBV mobile services. These included: (1) social connectedness, social opportunities and positive relationships with others; (2) social support; (3) family bonds; (4) reduced distress; (5) self-efficacy; and (6) knowledge and skills. Each predictor is described below with additional illustrative quotations presented in Table 3 .
Social connectedness, social opportunities and positive relationships with others Separated from family, friends and community, many of the displaced women and girls served through the mobile services were previously isolated within their homes, struggling to develop social connections in this new environment: 'I stay home and I don't go out. We do not go out often because we do not have relatives here.' (18 years)
The model brought together neighbours who, although living in close proximity, had often never met each other. The depth of these relationships varied based on the participant and mobile service site but, at a minimum, almost all women and girls attributed a newfound sense of community and social cohesion to the services:
We became one group. So when you would talk to your neighbor and she would express her worries and concerns, you'd know what's bothering her and you'd become closer to her. This is the most important thing -we started to communicate with each other. It's true we're neighbors, but we weren't always together. (24 years) Adolescents, in particular, described trusting friendships they developed as a result of attending the services. As one girl noted, 'We became more than friends. We became sisters.' (14 years)
Social support
With the loss of social networks that accompanied their move to Lebanon, many participants also lost their social safety nets. Through participation in the GBV mobile services, women and girls gained resources for emotional, informational and material support. Participants described the GBV mobile services as a space to bond over shared experiences, laugh and cry with friends. One woman described why she attended the services as follows:
I want to have fun and change my mood . . . and I have stuff in my heart that I want to speak out . . . when we meet together, we feel relaxed and psychologically better. (35 years) Case management was an important element of the social support provided to survivors. Although participants were often slow to trust the Lebanese caseworker and initially uncertain of the support she could provide, most described developing a strong relationship with her and benefiting from her assistance. One woman described her experience with case management as follows: I said that I will try but I will not get any benefits and I will not feel better. And after I spoke to her, it is true that I did not get material benefits, but she gave me a lot of information and services . . . but for me, because I spoke about private things to someone that I trusted it quickly made me feel a bit better. (Age unknown)
Family bonds
Participants discussed how the PSS sessions helped to ameliorate conflict within their families that had been catalyzed by stress related to the war and displacement. Through the mobile services, women and girls described learning communication, stress management and coping skills and critically evaluating the effects of violence in their lives. In some cases, this translated to behaviour change that improved family relationships. One woman noted, 'I used to yell at [my children]: "Why did you do this? Why did you behave like this?" . . . My behaviour with them changed. I started speaking with them quietly.' (35 years) Another woman said, 'Even my husband told me: "You changed a lot." I used to get angry. Now, sometimes, when I feel I really want to get angry . . . I go and pray.' (48 years)
Reduced distress
Participants described feeling sorrowful, anxious and stressed as a result of living through violence and loss in Syria then experiencing social and economic challenges as refugees in Lebanon. Almost all participants said the GBV mobile services relieved some of this distress by providing a space for them to laugh and enjoy themselves:
This one is withdrawn; this one has lost her husband; this one has her husband disappeared, every one of us is withdrawn, closed to everyone, then you come here, you have fun, you vent a little bit. You have the whole world on your shoulders, then you come here and there's some chatting, and a nice gathering. (33 years) Self-efficacy Participants described an improved sense of self-efficacy that arose from their participation in the mobile services. The services countered the sometimes disempowering experience of being a female refugee by growing their self-confidence and giving them a sense of purpose. Women and girls 'became bolder', more confident and more comfortable expressing their opinions and desires. One woman recalled, 'In the beginning, I avoided conversations. Now, in any conversation that is going on, I participate confidently.' (35 years) This extended to gender dynamics as well. One woman described the GBV mobile services' role in empowering participants to stand-up against inequitable gender norms: 'It's a man's world here, and everything is forbidden to the woman.
[IRC] taught us that even if it won't be heard, a woman must voice her opinion about anything.' (30 years) Additionally, by providing participants with regular activities to attend and creating a group dynamic where members cared about each other's wellbeing, the mobile services made women and girls feel valued. Asked how the mobile services benefited participants, one woman explained, 'Maybe because they felt that they were important and someone was thinking about them. Before, they felt that no one cared about them.' (25 years)
Knowledge and skills Women and girls discussed how the mobile services gave them knowledge and strategies to improve their safety and health. Activities like safety mapping, group brainstorming and role play provided participants with knowledge, skills and strategies to improve their safety: Social support I was not expecting anything or that [the caseworker] would help me. I said that I will try but I will not get any benefits and I will not feel better. And after I spoke to her, it is true that I did not get material benefits but she gave me information and services. Because I spoke about private things to someone that I trusted, it quickly made me feel a bit better In alignment with international best practices, participants were divided into the adult and adolescent program groups based not on age but on life experience (e.g. marriage, motherhood).
[Two girls] used to be scared of the complex where we used to live because it was full of boys and also they were scared of the road. So [the IRC staff member] told them: "Why don't you go from the other road?" and things like this. (14 years) Participants further highlighted the coping and communication techniques they learned through the mobile services. 'We used to . . . learn to accept gain and loss. Learn what to do when you are angry. How to hide your pain; how to be sad.' (17 years)
Discussion
The IRC's GBV mobile service delivery approach in Lebanon improved Syrian refugee women's and girls' access to critical GBV response and mitigation services. Findings suggest that these services increased their social connectedness, support and community connections, improved family bonds, reduced their distress, increased their knowledge and skills, and improved their self-efficacy, contributing to their overall social and individual wellbeing. Maintaining GBV service delivery standards within this challenging humanitarian context was also feasible, particularly when a flexible approach to service delivery was adopted and highly skilled, sensitive staff were employed to implement services. As the context of humanitarian response transitions from camps to urban settings and ITS, donors, policymakers and program implementers must consider new, creative models for delivering critical GBV services. Evaluation findings indicate that mobile approaches are a potentially important and impactful model for delivery of GBV services to hard-to-reach populations.
Similar to studies of mobile health service delivery in other contexts (Lindgren et al., 2011; Stillman and Strong, 2008) , this evaluation found that community support and buy-in was essential for ensuring the success of the GBV mobile service delivery approach. From the outset, the IRC's model engaged stakeholders in order to establish credibility, gain trust and support, understand needs and negotiate access. This process continued throughout the implementation period; IRC staff continuously engaged stakeholders in order to ensure their ongoing support for the program, particularly as it related to the operation of safe spaces. Future implementers of similar models might consider formalizing this process through a Memorandum of Understanding that solidifies agreement with community stakeholders around program responsibilities and establishment and use of safe spaces.
Unique to the GBV mobile service model is the sensitive nature of the work conducted. Globally, there continue to be taboos surrounding GBV and, linked to this, real safety concerns around delivery of services (García-Moreno et al., 2015) . As was found in previous evaluations, community push-back based on deeply entrenched norms and values can limit the effectiveness of mobile health service delivery (Aljasir and Alghamdi, 2010) . Unlike health mobile teams, who may be better positioned to conduct one medical mission to a location to provide vaccinations or services that require far less outreach and expose clients to a lower level of risk, GBVfocused mobile teams require ongoing relationship and trustbuilding with communities that is undertaken through regular visits to the same locations. Additionally, a key component of the program's success was slowly phasing in core elements of the program (e.g. community engagement, support groups, casework) as trust was built with the community. This helped to minimize community resistance that could interrupt service delivery.
In humanitarian settings, social support networks tend to be a casualty of movement and dislocation (Silove et al., 2017) . These informal networks have significant impact on women's self-efficacy, an important protective factor against GBV, and play a fundamental role in the process of response when GBV happens, including in the safe reintegration of a survivor in her community. In settings where mobile service delivery is the only option, social networks take on an even more fundamental role, providing a first port of call for survivors when they are abused or feel threatened if the service providers are not present, connecting survivors to GBV or other relevant services, offering temporary safety options, and ensuring the survivor does not feel alone. This study highlights the need to ensure mobile GBV service delivery models are not exclusively focused on individual case management services, but are building a comprehensive package of activities that foster social connectivity, build participants' sense of self-efficacy and solidarity and provide a nonstigmatized entry point to individual services.
The GBV mobile services, by design, worked in communities where availability of quality services was limited. In this context, referrals could be particularly challenging. IRC retained specific funds to ensure staff could quickly facilitate emergency referrals and services. Future GBV mobile approaches must similarly consider logistics related to referrals, particularly transportation costs for initial and follow-up visits. Practitioners interested in implementing a similar GBV service delivery model might also consider strategies for integrating other types of services into the approach. Periodically embedding medical and legal providers within the mobile teams, for example, could help ensure survivors receive timely assistance.
Findings suggest that a mobile model of GBV service delivery is feasible and viable in humanitarian settings when this is the only option (e.g. due to remoteness or the dispersed nature of the target population). However, it may present higher levels of risk and lower levels of quality than static GBV service delivery. For example, while the approach's creative adaptations to protect participants' confidentiality were critical in ensuring that case management services were safely made available to participants, they held potential risks in terms of safety (e.g. phone calls could be intercepted by a survivor's partner) and quality (e.g. reducing case management sessions to 30 min may not allow caseworkers to explain services' risks and advantages in detail). Providing a range of options to increase access and testing various modes of service delivery to understand their implications in diverse humanitarian contexts is important to ensuring services remain high quality and are delivered safely.
Implementing the GBV mobile services approach as part of a broader health system requires careful consideration of factors beyond service delivery including finance, information management and human resources. For example, while mobile approaches do not require the long-term payment of rent that is common for static health services, funding for safe and flexible movement (e.g. multiple vehicles for security reasons) and communication are fundamental. Additional funding considerations include emergency funds associated with referrals and travel support for remote teams to access training, face-to-face supervision and recuperation time. Safety and security of data collection methods are even more important in mobile compared with static GBV service approaches given that teams may be moving through checkpoints, unstable areas and changing areas of control. While mobile technology offers online options through tablets and phones, there is a need to ensure that such technology adheres to data confidentiality and does not expose teams to further scrutiny by security forces. Ultimately, keeping clients' information safe must prevail, even when this might result in choosing not to collect any data upon consideration of the risks. Additionally, competent staff and high-quality supervision are essential to ensuring that GBV mobile services meet the needs of women and girls and adhere to international standards. Due to limited inperson oversight and supervision, mobile teams who travel to remote locations are potentially more vulnerable to corruption, fraud and intimidation than static service providers. Continued research and experimentation is needed to identify effective systems for remote supervision and capacity-building (e.g. through phone and video).
Although findings suggest that the GBV mobile service approach improved the social and individual wellbeing of Syrian refugee women and girls, sustainability of these impacts is an important concern for a program that, by design, is implemented over a short period of time. Building the GBV-response capacity of community members may help ensure that the program's positive impact on participants' wellbeing lasts overtime. Providers might increase focal points' engagement in the referral process and refugees' ownership of activities to facilitate handover of some functions (e.g. support groups, referrals) to participants after the implementation period has ended.
Limitations of this evaluation should be taken into account when interpreting findings. Results reflect the experiences of only a portion of GBV mobile service participants and, as such, may not be generalizable to all participants or sites. IRC staff may have recruited participants for the study who they knew benefited from the program, biasing evaluation results. Last, due to tensions between Syrian and Lebanese communities, Syrian participants may have been hesitant to share their experiences with the Lebanese interviewers.
Conclusion
Findings suggest that the IRC's GBV mobile service delivery in Lebanon is a promising approach that improves the wellbeing of refugee women and girls while maintaining standards for highquality GBV services. Governments, non-profit organizations and other service providers should consider adopting similar approaches as a way to provide refugees and other hard-to-reach women and girls with crucial GBV response and mitigation services.
